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Purpose: The quality of nursing care in geriatric hospitals has been of concern. Nurses need to provide
evidence-based nursing using best available research ﬁndings in order to maximize the quality of care.
Research utilization is a major part of evidence-based nursing practice. Empowerment is an important
factor that may inﬂuence the context of nursing practice. The purpose of this study was to identify the
barriers to research utilization in nursing practice and its relationship to empowerment perceived by
registered nurses (RNs) in geriatric hospitals.
Methods: A descriptive, correlational design was used. A total of 147 RNs from six geriatric hospitals in K
province of Korea participated. The BARRIERS scale and the Conditions of Work Empowerment Ques-
tionnaire-II were administered to identify perceived barriers to the use of research ﬁndings and the level
of perceived empowerment respectively.
Results: Participants rated that research reports being written in English constituted the greatest barrier
to the use of research ﬁndings. The score was the highest for the Communication domain, suggesting the
greatest barrier, and the lowest for the Adopter domain. Subscales of the Conditions of Work Empow-
erment Questionnaire-II were signiﬁcant predictors of the Adopter, Organization, and Communication
domains of the BARRIERS scale.
Conclusions: This study found that RNs in geriatric hospitals perceived that interpreting and under-
standing research reports in English was the greatest barrier to the use of research ﬁndings. Adminis-
trators and nurse managers of geriatric hospitals need to provide RNs with opportunities to participate in
research-related activities and to empower RNs in order to facilitate research utilization.
Copyright © 2015, Korean Society of Nursing Science. Published by Elsevier. All rights reserved.Introduction
Geriatric hospitals are rapidly growing segments among long-
term care facilities in Korea. However, the growth of geriatric
hospitals has raised concerns regarding the quality of nursing care
provided to older patients. It was reported that 44.3% of Korean
elderly had more than three chronic illnesses and that approxi-
mately 60% of older adults living in long-term care facilities had
more than two chronic diseases [1,2]. These data imply that the
condition of patients in geriatric hospitals is likely to easily dete-
riorate unless appropriate efforts are made to maintain physical or
psychological functions and to prevent the exacerbation of current
illnesses of older patients. The rapid increase in the elderlyg, Chung-Ang University, 84
ciety of Nursing Science. Publishedpopulation is raising the need for nurses working in geriatric hos-
pitals to develop strategies for providing high-quality care based on
sound evidence. This is especially important since nurses are the
healthcare professionals directly involved in the health outcomes
and safety of patients, playing a major role in planning and
providing patient care in geriatric hospitals.
Nursing research has proved that patients who received care
based on quality evidence improved health outcomes. However,
ﬁndings of nursing research were often conveyed to researchers
and not to nurses in clinical settings [3,4]. Therefore, the concept of
research utilization (RU) was introduced to nursing in the early
1970s [5,6]. RU is an important part of evidence-based practice in
that implementing and sustaining RU result in evidence-based
practice [7].
Using research evidence in nursing practice involves a complex
social process that is inﬂuenced by the characteristics of individual
nurses as well as the context inwhich the practice is performed [8].
In the Promoting Action on Research Implementation in Healthby Elsevier. All rights reserved.
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function of the relationships among evidence, context, and facili-
tation. This framework proposes that successful implementation
occurs with the research evidence that is scientiﬁcally robust and
matches professional consensus and patient preferences, the
context that contains sympathetic cultures, strong leadership, and
adequate monitoring and feedback system and appropriate facili-
tation of change. Particularly, characteristics of a context are keys to
promoting a more conducive environment to implement research
evidence into practice. Among the characteristics of the context,
effective leadership is known to be essential in implementing evi-
dence-based nursing practice. However, little is known about the
inﬂuence of individuals' empowerment, which is another impor-
tant factor that inﬂuences the context of nursing practice [10].
According to Kanter [11,12], structured empowerment is deﬁned as
(a) power, that is, access to resources, support and information and
(b) opportunity, that is, access to challenge, growth and develop-
ment. The power and opportunity structures in organizations are
directly associated with the behaviors and attitudes of employees
[11]. Structured empowerment has been reported to be one of the
predictors of job satisfaction, organizational commitment, turnover
intention, and innovative behavior of nurses [10,13]. In order to ﬁll
the gaps between research and nursing practice, identifying bar-
riers to RU and the inﬂuence of structured empowerment in the
practice context is needed.
A variety of work environment-related and individual-related
predictors of perceived barriers to RU have been identiﬁed for de-
cades [14,15]. The major identiﬁed barriers to RU of nurses have
included organizational factors such as a lack of organizational
support or mentoring from supervisors [15,16], time limitations
[15], and individual factors such as the lack of an academic degree
[15] and poor research-activity participation [17,18]. However, most
of these studies of the barriers to RU and perceived empowerment
of RNs have been conducted in acute hospital settings [13,19e21],
with little being known in geriatric hospitals. RNs working in
geriatric hospitals have a different work environment from those in
acute care settings. Coupled with an RN shortage, the nursing staff
in geriatric hospitals suffers from more conﬂicts with patients'
families, lower wages, and lower job satisfaction than those
working in acute care settings [22e24]. Therefore, the perceived
barriers to RU as well as empowerment may also differ between
nurses working in acute hospital settings and geriatric hospitals.
The overall aims of this study were to identify geriatric hospital
nurses' perceived barriers to research utilization and its relation-
ship to perceived empowerment. The speciﬁc aims were to identify
(a) demographic and research-related characteristics, (b) the rank
order of the perceived barriers to RU in nursing practice, (c) the
level of perceived empowerment, and (d) predictors of the
perception of barriers to RU of RNs working in geriatric hospitals.Methods
Study design
This study used a descriptive, correlational design.Setting and sample
Six geriatric hospitals in K province of Korea participated in this
study. Using a convenience sampling strategy, the RNs having more
than 2 months of working experience in their current geriatric
hospitals were invited to this study. Two-month working experi-
ence was determined based on small bed sizes ranging from 99 to
269, 1-month job orientation period for new nurses of theparticipating geriatric hospitals and a literature review regarding
perceived empowerment of nurses [25].
The G*power 3.1 software [26] was used to decide the required
sample size. The a priori power analysis yielded a sample size of 109
nurses for a small effect size (g ¼ 0.15), where alpha was .05, and
power (1eb) was .80. Among 223 RNs who met the inclusion
criteria from the participating hospitals, 150 agreed to participate
and completed the questionnaires yielding the response rate of
67.3%. Three of 150were excluded from analysis because therewere
more than two thirds of the answers left blank. Therefore, data
from 147 participants were used for analysis.
Ethical consideration
The Institutional Review Board of Keimyung university hospital
in Daegu, Gyeongsang province approved this research project
prior to the survey (Approval no. 11-198). Informed and signed
consents were obtained after explaining the purpose and proce-
dure of this study, that participation would be voluntary, and that
demographic information of the respondents would not be dis-
closed to anyone other than ourselves. Code numbers were used on
the completed questionnaires to ensure anonymity.
Measurements
The demographic characteristics measured included age, sex,
marital status, education, employment status (part-time or full-
time), position, years of clinical experience, andmonthly wages. The
research-related characteristics measured included experiences of
taking research-method courses, research project participation, ac-
ademic membership, and professional journal subscriptions. Par-
ticipants also reported which sources of information they consulted
when questions arose in their clinical practice.
Perceived barriers to RU
Perceived barriers to the use of research ﬁndings in clinical
practice were assessed using the BARRIERS scale developed by Funk
and associates [27], which consists of 28 items in four subscales:
Adopter, Organization, Research, and Communication. The meaning
of each subscale of the BARRIERS scale is as follows: The Adopter
subscale refers to the extent which nurses perceive their research
values, skills and awareness as barriers to research utilization. The
Organization subscale refers to the extent which nurses perceive
barriers and limitations exist in work settings. The Research sub-
scale refers to the extent which nurses perceive qualities of research
as barriers to research utilization. Finally, the Communication sub-
scale refers to the extent which the nurses perceive presentation
and accessibility of the research as barriers to research utilization.
One additional item was subsequently added based on studies
performed by authors fromnon-English speaking countries [20,28],
because the present authors expected that a language barrier might
exist among the readers whose ﬁrst language was not English due
to the tendency for high-quality ﬁndings to be published in English.
This item is “Research reports are written in English thus consti-
tuting a barrier,” and was also included in the present research
project; the questionnaire therefore comprised a total of 29 items.
However, this item was excluded from statistical analysis in order
to compare the results of the previous studies that used the original
BARRIERS scale with 28 items [27]. Each question is rated from 1 (to
no extent) to 4 (to a great extent), with higher scores indicating
greater perceived barriers. “No opinion” was also included in each
item. In addition to the rating scale, respondents were invited to list
other barriers not included in the questionnaire, three greatest
barriers and the factors that can facilitate RU. The Cronbach's alphas
Table 1 Demographic Characteristics of Participants (N ¼ 147).
Variable Classiﬁcation n (%) M (SD)
Age (yr)  24 14 (9.5)
25e34 76 (51.7)
35e44 43 (29.3)
 45 13 (8.8)
33.32 (7.83)
Sex Female 147 (100%)
Marital status Married 82 (55.8)
Single/divorced 65 (44.2)
Education College-prepared 120 (81.6)
Bachelor 21 (14.3)
Master's or over 6 (4.1)
Full time/part-time Full-time 139 (94.6)
Part-time 6 (4.1)
No response 2 (1.4)
Position Staff nurse 111 (75.5)
Charge nurse 14 (9.5)
Head nurse 19 (12.5)
No response 1 (0.7)
Clinical experience (yr) < 5 36 (24.5)
5e10 70 (47.6)
> 10 35 (23.8)
8.66 (5.09)
Monthly wage
(10,000 won)
<200 124 (84.3)
200e299 21 (14.3)
300 1 (0.7)
No response 1 (0.7)
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in Organization, .72 in Research, and .65 in Communication [27].
The BARRIERS scale has been translated into Korean and used in
several studies [20,29,30]; its internal consistency reliability in the
present study varied across the subscales within an acceptable
range of .74e.87.
Perceived empowerment
The Conditions of Work Empowerment Questionnaire-II
(CWEQ-II) developed by Laschinger et al. [31,32] was administered
to determine the perceived empowerment of the participants. The
CWEQ-II is based on the theory of Kanter [11] about structural
empowerment. This instrument consists of 19 items in six sub-
scales: Perceived Access to Opportunity, Support, Information, Re-
sources, Informal Power, and Formal Power in an individual’s work
setting [31]. The meaning of each subscale is as follows: The Access
to Opportunity subscale refers to the extent to which nurses have
possibility for growth and movement within the organization as
well as the opportunity to increase knowledge and skills. The Ac-
cess to Resources subscale refers to the extent to which nurses have
the ability to acquire the ﬁnancial means, materials, time, and
supplies required to do the work. The Access to Information sub-
scale refers to the extent to which nurses have the formal and
informal knowledge necessary to be effective in the workplace
(technical knowledge and expertise required to accomplish the job
and an understanding of organizational policies and decisions). The
Access to Support subscale refers to the extent to which nurses
receive feedback and guidance from subordinates, peers, and su-
periors. The Formal Power (Job Activities Scale) subscale derives
from speciﬁc job characteristics such as ﬂexibility, adaptability,
creativity associated with discretionary decision-making, visibility,
and centrality to organizational purpose and goals. Finally, Informal
Power (Organizational Relationships Scale) subscale derives from
social connections, and the development of communication and
information channels with sponsors, peers, subordinates, and
cross-functional groups.
The CWEQ-II is a self-reported 5-point Likert scale scored from 1
(none) to 5 (a lot), with higher scores indicating a greater perceived
empowerment. For the present study this measurement was
translated and back-translated into Korean by two Korean trans-
lators who were ﬂuent in both Korean and English. Six nursing
professors conﬁrmed the content validity (content validity
index ¼ 0.81). Cronbach's alphas of the six subscales of the original
CWEQ-II were .81 in Opportunity, .80 in Information, .80 in Sup-
port, .84 in Resource, .69 in Formal Power, .67 in Informal Power
and .89 in total score [31]. Internal consistency reliability of the
Korean version of the CWEQ-II was .72e.89 in this study.
Data collection
Data collection was conducted from September 15, 2011 to
February 20, 2012. After obtaining permission from administrators
and directors of nursing of the participating geriatric hospitals, the
author plus two research assistants who were former RNs trained
in this research project administered the questionnaires to RNs
who agreed to participate. RNs whowere off duty or on a night shift
on the day of data collection were provided with conﬁdential
stamped addressed envelopes so that the participants could indi-
vidually complete the questionnaires and mail them back to us.
Data analysis
Collected data were coded, entered, and analyzed using Micro-
soft Excel (version 2010) and SPSS version 17 (SPSS Inc., Chicago, IL,USA). Descriptive statistics was used to quantify the demographic
characteristics and levels of perceived barriers to RU and empow-
erment. Pearson's correlation, the independent t test, and one way
analysis of variance were used to identify differences in the
perceived level of barriers to RU according to demographic char-
acteristics, research-related activities and the relationship between
perceived empowerment and barriers to RU. Scheffe's test was used
for post hoc contrast analysis. The “no opinion” option was
excluded from the statistical analysis of the BARRIERS scale. Step-
wise multiple regression was conducted to identify the predictors
of perceived barriers to RU in clinical nursing practice. Dummy
codes were created for the regression analysis of categorical vari-
ables. Multicollinearity among the independent variables was
evaluated using tolerances and variance inﬂation factors. The
probability cutoff for statistical signiﬁcance was set at .05.
Results
Demographic and research-related characteristics
The participating geriatric hospitals had a mean of 172 beds
(ranging from 99 to 269). Three of the six hospitals were owned by
the government. The mean age of the participants was approxi-
mately 33 years (SD ¼ 7.83 years), all of them were female, and
most of them were 3-year college-prepared RNs (81.6%, n ¼ 120),
full-timeworkers (94.1%, n¼ 139), and staff nurses (75.5%, n¼ 111).
Approximately half of them (47.6%, n ¼ 70) had 5e10 years of
clinical experience. A majority (84.3%) was earning wages of 1e2
million won (approximately 930e1,860 US dollars) per month
(Table 1).
Only 49 of the RNs (33.3%) took research-method courses, while
12 (8.2%) had experience of research participation, 5 (3.4%) were
members of academic associations and 6 (4.1%) subscribed to
research journals. Regarding the information resources, approxi-
mately half of the participants reported that they consulted with
head/charge nurses or referred to textbooks when making clinical
decisions, and only 14 (9.5%) responded that they looked up clinical
guidelines (Table 2).
Table 2 Research-related Activities of Participants (N ¼ 147).
Variables Classiﬁcation n (%)
Taken research method course Yes 49 (33.3)
No 98 (66.7)
Research participation experience Yes 12 (8.2)
No 133 (90.5)
No response 2 (1.4)
Membership of academic association Yes 5 (3.4)
No 134 (91.2)
No response 8 (5.4)
Research journal subscription Yes 6 (4.1)
No 141 (95.9)
References for clinical decision making
(multiple responses)
Clinical guidelines 14 (9.5)
Head/charge nurses 72 (49.0)
Physicians 8 (5.4)
Past experiences 4 (2.7)
Textbooks 68 (46.3)
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Table 3 provides the rank order of the percentage of participants
reporting that they perceived the barriers to RU “to a moderate
extent” or “to a great extent”. The greatest barrier that participants
perceived was “Research reports/articles are written in English,
thus constituting a barrier,” followed by “The nurse feels results are
not generalizable to own setting,” and “The nurse is unaware of the
research.” The score among the domains was the highest for the
Communication domain (M ¼ 2.51, SD ¼ 0.94) followed by the
Organization (M¼ 2.49, SD ¼ 0.97), Research (M¼ 2.36, SD ¼ 0.91),
and Adopter (M ¼ 2.11, SD ¼ 0.98) domains.
The results of the content analysis of additional barriers to RU
were consistent with the ﬁndings from the analysis of the ques-
tionnaires. Frequently reported answers were that “most researchTable 3 Rank Order of Great or Moderate Perception of Barriers to Research Utilization (N ¼
Sub domain Items
Adopter The nurse is unaware of the research.
The nurse feels the beneﬁts of changing practice will be minima
The nurse is isolated from knowledgeable colleagues with whom
The nurse sees little beneﬁt for self.
The nurse does not see the value of research for practice.
There is not a documented need to change practice.
The nurse is unwilling to change/try new ideas.
The nurse does not feel capable of evaluating the quality of the r
M (SD)
Organization The facilities are inadequate for implementation.
The nurse does not have time to read research.
The nurse does not feel she/he has enough authority to change p
The nurse feels results are not generalizable to own setting.
Physicians will not cooperate with implementation.
Administration will not allow implementation.
Other staff is not supportive of implementation.
There is insufﬁcient time on the job to implement new ideas.
M (SD)
Research The research has not been replicated.
The nurse is uncertain whether to believe the results of the rese
The research has methodological inadequacies.
Research report/articles are not published fast enough.
The conclusions drawn from the research are not justiﬁed.
The literature reports conﬂicting results.
M (SD)
Communication Research reports/articles are not readily available.
Implications for practice are not made clear.
Statistical analyses are not understandable.
The research is not relevant to the nurse's practice.
The relevant literature is not complied in one place.
The research is not reported clearly and readably.
M (SD)
Research reports/articles are written in English thus constitutingﬁndings are not applicable to nursing practice for older patients,”
“the provision of continuous education for RNs is needed,” and
“lack of time and a nursing shortage prevent the adoption of new
ideas.” Facilitators of RU that participants frequently reported
included the research ﬁndings that are understandable to nurses
and applicable to nursing practice for older adults, and the working
environment that shares new ideas or information on patient care
with colleagues.Perceived empowerment and correlations with perceived barriers to
RU
As can be seen from Table 4, the mean score for total empow-
erment was 17.08 (SD ¼ 2.86). Among subscales, the participants
perceived that empowerment was the greatest for the Informal
Power domain (M ¼ 3.53, SD ¼ 0.57) and smallest for the Infor-
mation domain (M¼ 2.52, SD¼ 0.66). Overall correlations between
Adopter, Organization, Communication domains of the BARRIERS
scale and the CWEQ-II scores were signiﬁcant; however, the cor-
relations were not signiﬁcant (Table 4).Perceived barriers to RU according to demographic and research-
related characteristics
Table 5 shows differences in the scores of the BARRIERS scale
according to demographic characteristics and research-related
characteristics. Demographic characteristics showing signiﬁcant
differences varied with domains; marital status with the Adopter
domain, participants' age and position with the Organization
domain, and education levels and employment status (full-time or
part-time) with the Communication domain. Post hoc analyses
revealed that the nurses who were younger than 45 years old had147).
M (SD) % Rank No opinion (%)
2.83 (0.88) 57.1 3 3 (2)
l. 2.18 (0.90) 23.1 21 14 (9.5)
to discuss the research. 2.73 (0.95) 54.4 4 4 (2.7)
1.84 (0.93) 13.6 26 7 (4.8)
1.47 (0.74) 8.2 28 5 (3.4)
1.92 (0.95) 19.7 24 4 (2.7)
1.44 (0.55) 2.7 29 2 (1.4)
esearch. 2.47 (0.81) 38.1 15 4 (2.7)
2.11 (0.98)
2.37 (1.04) 40.1 14 5 (3.4)
2.37 (0.90) 32.7 17 4 (2.7)
atient care procedures. 2.75 (0.90) 53.1 6 2 (1.4)
2.88 (0.87) 60.5 2 2 (1.4)
2.43 (0.91) 42.2 13 11 (7.5)
2.34 (0.96) 34.7 16 10 (6.8)
2.20 (0.95) 27.9 19 14 (9.5)
2.52 (0.99) 46.3 9 3 (2.0)
2.49 (0.97)
2.83 (0.93) 51.7 7 20 (13.6)
arch. 2.31 (0.86) 32 18 8 (5.4)
2.34 (0.79) 21.8 22 37 (25.2)
2.45 (0.81) 27.9 20 40 (27.2)
1.95 (0.93) 13.6 27 36 (24.5)
2.21 (0.90) 20.4 23 35 (23.8)
2.36 (0.91)
2.62 (0.91) 47.6 8 8 (5.4)
2.63 (0.79) 45.6 10 16 (10.9)
2.57 (0.87) 43.5 12 12 (8.2)
1.74 (0.83) 15 25 11 (7.5)
2.68 (0.91) 44.9 11 17 (11.6)
2.80 (0.92) 54.4 5 12 (8.2)
2.51 (0.94)
a barrier. 3.20 (0.89) 68 1 8 (5.4)
Table 4 Mean Scores of Perceived Empowerment and Correlations with Barriers to Research Utilization (N ¼ 147).
Subscale BARRIERS
Adopter Organization Research Communication
CWEQ-II M (SD) r (p)
Total score 17.08 (2.86) 0.35 (< .001) 0.55 (< .001) 0.14 (.109) 0.35 (< .001)
Support 2.81 (0.68) 0.31 (< .001) 0.43 (< .001) 0.11 (.188) 0.36 (< .001)
Information 2.52 (0.66) 0.23 (< .001) 0.35 (< .001) 0.04 (.652) 0.24 (.004)
Opportunity 2.85 (0.68) 0.30 (< .001) 0.39 (< .001) 0.07 (.406) 0.34 (.001)
Resource 2.77 (0.67) 0.12 (< .001) 0.44 (< .001) 0.05 (.533) 0.04 (.681)
Formal Power 2.60 (0.59) 0.34 (< .001) 0.46 (< .001) 0.13 (.216) 0.33 (< .001)
Informal Power 3.53 (0.57) 0.32 (< .001) 0.42 (< .001) 0.18 (.031) 0.30 (< .001)
Note. CWEQ-II ¼ Conditions of Work Empowerment Questionnaire-II.
Table 5 Perceived Barriers to Research Utilization According to Demographic Characteristics and Research-related Characteristics (N ¼ 147)y.
Variables Classiﬁcation Adopter Organization Research Communication
M (SD) t or F (p) M (SD) t or F (p) M (SD) t or F (p) M (SD) t or F (p)
Post hoc Post hoc
Age (yr)  24 (a) 2.05 (0.31) 1.03 (.392) 2.31 (0.39) 3.11 (.017) 2.33 (0.54) 1.36 (.250) 2.39 (0.42) 1.50 (.206)
25e34 (b) 2.10 (0.49) 2.61 (0.66) a, b, c > d 2.34 (0.63) 2.55 (0.59)
35e44 (c) 2.17 (0.60) 2.54 (0.76) 2.39 (0.62) 2.53 (0.59)
 45 (d) 2.05 (0.29) 1.96 (0.48) 2.39 (0.43) 2.33 (0.74)
Marital status Married 2.19 (0.55) 5.29 (.023) 2.58 (0.76) 2.38 (.125) 2.43 (0.65) 2.13 (.146) 2.59 (0.66) 2.82 (.095)
Single/divorced 2.01 (0.41) 2.41 (0.55) 2.28 (0.55) 2.42 (0.49)
Education College-prepared (a) 2.15 (0.50) 2.87 (.060) 2.54 (0.67) 1.53 (.220) 2.36 (0.60) 0.46 (.636) 2.56 (0.58) 3.11 (.048)
Bachelor (b) 2.01 (0.48) 2.42 (0.75) 2.47 (0.47) 2.43 (0.61) a, b > c
Master’s or over (c) 1.71 (0.27) 2.08 (0.29) 2.22 (1.08) 1.97 (0.55)
Full-time/part-time Full-time 2.11 (0.49) 2.54 (.113) 2.51 (0.69) 1.49 (.225) 2.38 (0.62) 1.32 (.253) 2.53 (0.59) 4.66 (.033)
Part-time 1.79 (0.39) 2.17 (0.19) 2.08 (0.13) 2.00 (0.15)
Position Staff 2.13 (0.54) 0.71 (.403) 2.60 (0.68) 8.53 (.004) 2.34 (0.60) 0.79 (.376) 2.54 (0.59) 1.37 (.244)
Charge/head nurse 2.05 (0.38) 2.22 (0.59) 2.45 (0.64) 2.41 (0.63)
Clinical Experience (yr) <5 1.99 (0.39) 1.93 (.149) 2.41 (0.65) 0.55 (.577) 2.24 (0.46) 2.15 (.121) 2.36 (0.47) 2.05 (.133)
5e10 2.15 (0.53) 2.55 (0.63) 2.35 (0.66) 2.61 (0.66)
> 10 2.22 (0.54) 2.55 (0.81) 2.54 (0.63) 2.47 (0.59)
Taken research method course Yes 2.07 (0.39) 0.58 (.447) 2.44 (0.47) 0.76 (.386) 2.43 (0.61) 0.75 (.387) 2.42 (0.48) 1.62 (.206)
No 2.14 (0.55) 2.54 (0.76) 2.34 (0.53) 2.56 (0.64)
Research participation experience Yes 1.93 (0.33) 1.77 (.185) 2.22 (0.47) 2.16 (.144) 2.34 (0.53) 0.02 (.877) 2.06 (0.54) 7.59 (.007)
No 2.13 (0.51) 2.51 (0.67) 2.37 (0.62) 2.54 (0.59)
Membership Yes 2.13 (0.15) 0.01 (.953) 2.18 (0.23) 1.35 (.248) 2.53 (0.56) 0.31 (.579) 2.27 (0.64) 0.86 (.355)
No 2.14 (0.51) 2.54 (0.69) 2.38 (0.62) 2.52 (0.60)
Research journal subscription Yes 2.12 (0.15) 0.03 (.973) 2.18 (0.19) 0.69 (.502) 2.07 (0.58) 1.90 (.154) 2.81 (1.04) 0.69 (.504)
No 2.11 (0.52) 2.52 (0.69) 2.37 (0.61) 2.51 (0.58)
y “No response” excluded.
H. Kang / Asian Nursing Research 9 (2015) 65e72 69greater perception of barrier than did the older group. Also, bach-
elor's or college-prepared nurses perceived greater barrier than did
nurses with master's or higher degrees. Regarding research-related
activities, only the research participation experience was signiﬁ-
cantly associated with the Communication domain (p ¼ .007).
Participants with research participation experiences had lower
barrier than those without.
Predictors of perception of barriers to RU
Stepwisemultiple regressionwas conducted using demographic
and research-related characteristics and subscales of the CWEQ-II
that showed signiﬁcant relationships with the perceived barrier in
correlation analyses. Table 6 lists the results of stepwise multiple
regression analysis for the four subscales of the BARRIERS scale.
None of the variables explained the Research domain. In the
Adopter domain, the Opportunity subscale of the CWEQ-II alone
explained 10.9% of the total variance (Model 1). Adding the marital
status variable signiﬁcantly improved the model (R2 change from
Model 1¼0.05, p < .001). When the Informal Power subscale of the
CWEQ-II was added, they explained 23.3% of the total variance (R2
change from Model 2 ¼ 0.07, F ¼ 14.16, p < .001) (Model 3). The
greatest predictor was the Informal Power subscale of the CWEQ-II(b ¼ 0.29, p < .001), followed by marital status (b ¼ 0.28,
p < .001) and the Opportunity subscale of the CWEQ-II (b ¼ 0.26,
p < .001). In the Organization domain, the participants' position
variable alone explained 25.1% of the total variance. When the
Opportunity subscale of the CWEQ-II was added, they explained
32.3% (R2 change from Model 1 ¼ 0.07, p < .001) (Model 2). Adding
the Informal Power subscale increased the accountability of the
model from 32.3% to 37.5% (p < .001) (Model 3). When the Resource
subscale was added, accountability increased to 40.5% (R2 change
from Model 3 ¼ 0.03, F ¼ 23.49, p < .001) (Model 4). Thus the
Opportunity subscale of the CWEQ-II was the greatest predictor of
the Organization domain (b ¼ 0.27, p ¼ .001), followed by the
Informal Power domain (b ¼ 0.24, p ¼ .003), the Resource sub-
scale (b ¼ 0.19, p ¼ .010) of the CWEQ-II, and position (b ¼ 0.15,
p ¼ .031). In the Communication domain, the Support subscale of
the CWEQ-II explained 13.2% of the total variance, and then adding
the Opportunity subscale increased the accountability of the model
to 17.4% (R2 increase from Model 1 ¼ 0.04, p < .001) (Model 2).
When the research experience variable was added, the model
improved more (R2 increase fromModel 2 ¼ 0.03, p < .001) (Model
3). When the regression model was rerun after adding an
employment status variable, accountability increased to 22.9% (R2
increase from Model 3 ¼ 0.03, F ¼ 10.15, p < .001) (Model 4). Thus,
Table 6 Predictors of Perceived Barriers to Research Utilization (N ¼ 147).
Subscale Model Independent variable R2 Adjusted R2 F (p) B b t p
Adopter Model 1 Opportunity empowerment 0.11 0.10 17.37 (< .001) 0.25 0.33 4.17 < .001
Model 2 Opportunity empowerment 0.16 0.15 13.58 (< .001) 0.27 0.36 4.60 < .001
Marital status 0.24 0.23 2.97 .003
Model 3 Opportunity empowerment 0.23 0.22 14.16 (< .001) 0.20 0.26 3.34 .001
Marital statusa 0.29 0.28 3.67 < .001
Informal power empowerment 0.26 0.29 3.61 < .001
Organization Model 1 Positionb 0.25 0.25 47.24 (< .001) 0.50 0.50 6.87 < .001
Model 2 Positionb 0.32 0.31 33.35 (< .001) 0.32 0.32 3.86 < .001
Opportunity empowerment 0.33 0.32 3.85 < .001
Model 3 Positionb 0.38 0.36 27.85 (< .001) 0.20 0.20 2.20 .030
Opportunity empowerment 0.30 0.30 3.60 < .001
Informal power empowerment 0.32 0.27 3.42 .001
Model 4 Positionb 0.41 0.39 23.49 (< .001) 0.24 0.15 2.18 .031
Opportunity empowerment 0.28 e0.27 3.41 .001
Informal power empowerment 0.28 0.24 2.98 .003
Resource empowerment 0.19 0.19 2.62 .010
Communication Model 1 Support empowerment 0.13 0.13 21.34 (< .001) 0.32 0.36 4.62 < .001
Model 2 Support empowerment 0.17 0.16 14.63 (< .001) 0.23 0.25 2.91 .004
Opportunity empowerment 0.20 0.23 2.65 .009
Model 3 Support empowerment 0.20 0.18 11.63 (< .001) 0.23 0.26 2.96 .004
Opportunity empowerment 0.17 0.20 2.31 .023
Research experiencec 0.35 0.17 2.20 .030
Model 4 Support empowerment 0.23 0.21 10.15 (< .001) 0.23 0.26 3.08 .002
Opportunity empowerment 0.15 0.17 2.04 .044
Research experiencec 0.38 0.18 2.40 .018
Employment statusd 0.48 0.16 2.18 .031
a 0 ¼ married, 1 ¼ single/divorced/widowed.
b 0 ¼ staff nurse, 1 ¼ charge or head nurse.
c 0 ¼ no, 1 ¼ yes.
d 0 ¼ full-time, 1 ¼ part-time.
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p ¼ .002), followed by research participation (b ¼ 0.18, p ¼ .018),
the Opportunity subscale of the CWEQ-II (b ¼ 0.18, p ¼ .044), and
employment status (b ¼ 0.17, p ¼ .031), indicating that nurses with
a greater perceived empowerment, research participation experi-
ences, and full-time employment status had lower perception of
barriers to RU.
Discussion
This study aimed to identify the barriers to RU in nursing
practice and its relationship to empowerment perceived by RNs in
geriatric hospitals.
The study results revealed that the participants were involved in
few research-related activities. Regarding the reference sources
used in clinical decision-making, approximately half of the RNs
reported that they asked head or charge nurses when they were
unsure about how to solve clinical problems. Only 9% (n ¼ 14) re-
ported that they reviewed clinical guidelines. In contrast, Oh [20]
found that wardmanuals and clinical guidelines were the resources
used most frequently by critical care nurses for clinical decision
making. One of the possible reasons for this substantial difference
between these two groups could be that clinical guidelines are
easily accessible in critical care units [20], whereas the participants
of the present study had very limited access to this type of resource.
Indeed, the nurses at only one of participating sites reported that
they established a committee for reviewing and revising clinical
guidelines annually (the results are not reported in this paper).
These ﬁndings suggest that RNs in geriatric hospitals have fewer
opportunities than critical-care nurses to update their knowledge
or skills, thus making them highly dependent on the knowledge
provided by and decisions made by head or charge nurses.
The participants perceived that reading research reports written
in English and interpreting research ﬁndings to be the greatest
barriers to RU. This ﬁnding is especially interesting given that thesame item was ranked 10th by Oh [20] and 8th by Bostr€om et al.
[33] among the items of the BARRIERS scale. This large discrepancy
may be due to the levels of education and research-related activity
involvement being lower for the participants of the present study
than for those of previous studies. Indeed, a majority (81.6%,
n ¼ 120) of the participants in this study were 3-year college
graduates, whereas the study of Oh [20] involved participants
working in intensive care units of university-afﬁliated hospitals,
and 65% of them had a bachelor's or master's degree. Moreover,
whereas more than half of the intensive care units nurses had
experience of research participation in the study of Oh [20], only
8.2% of the participants of the present study had research partici-
pation experience, and only 4.1% were subscribing to research
journals, thereby limiting their exposure to research reports writ-
ten in English. Considering that most research papers presenting
innovative study results are published in English for readers in
countries worldwide, this ﬁnding suggests that overcoming the
language barrier would be a major task for nurses working in
geriatric hospitals who are aiming to use current and best research
evidence in their nursing practice.
Lower levels of research-related activities may also explain the
present ﬁnding that the number of “no opinion” answers was the
greatest for the Research domain. Approximately one-quarter of
the participants chose “no opinion” in the following four of the six
items of the Research domain: “The research has methodological
inadequacies” (25.2%), “Research reports/articles are not published
fast enough” (27.2%), “The conclusions drawn from the research are
not justiﬁed” (24.5%), and “The literature reports conﬂicting re-
sults” (23.8%). Considering that responding to these items seems to
require knowledge about research methods, regular research paper
reading, and/or the ability to critically appraise research papers and
interpret study ﬁndings, the participants of this study might have
experienced difﬁculty understanding those questions. Among do-
mains of the BARRIERS scale, the mean score was highest for the
Communication domain, followed by the Organization, Research,
H. Kang / Asian Nursing Research 9 (2015) 65e72 71and Adopter domains. This ﬁnding is consistent with ﬁndings from
previous studies, where the greatest barriers were the Communi-
cation and Organization domains [16,33]. Nurses may therefore
perceive that difﬁculty in interpreting research ﬁndings or a lack of
organizational support is a greater barrier than their own values or
attitudes to RU.
In the analysis of narrative answers to an open question about
facilitators of RU, the largest number of participants responded that
research is necessary into the unique aspects of the problems
experienced by older adults. This is consistent with the question-
naire item of “The nurse feels results are not generalizable to own
setting” being ranked third in the perceived barriers to RU, sug-
gesting that RNs working in geriatric hospitals believe that current
research ﬁndings are not suitable for implementation in the
nursing care for older patients. The RNs also reported that
providing sufﬁcient nursing staff is fundamental to facilitating RU
in practice. Finally, the participants perceived that continuous ed-
ucation needed to be provided to update their knowledge about
caring for the elderly.
The overall level of perceived empowerment in this study was
lower than that in previous studies conducted in an acute care
setting. The mean total empowerment score was 20.51 in a study of
the structural empowerment of critical care nurses [21], whereas it
was 17.08 in the present study. In that previous study the mean
score was the highest for the Opportunity subdomain (M ¼ 4.17),
and the lowest for Formal Power (M ¼ 2.97); however, in the pre-
sent study the mean score was the highest for the Informal Power
subdomain (M ¼ 3.53), and the lowest for Information (M ¼ 2.52).
These ﬁndings suggest that the RNs in geriatric hospitals perceived
themselves as being less empowered in having access to informa-
tion about current status, goals, and/or values of top management
of the current hospitals.
Regarding the relationships between demographic characteris-
tics and barriers to RU, there was a tendency for a lower level of
education to be associated with greater perceived barriers to RU,
although a statistically signiﬁcant relationship was found only in
the Communication domain. Previous studies on nurses in a hos-
pital setting showed consistent results. Bostr€om et al. [33]
demonstrated that having an academic degreewas the secondmost
important predictor of the barriers to RU. Participants' age and
position were signiﬁcantly associated with the scores of the Orga-
nization domain; thus younger and staff nurse had greater
perception of barriers than did older and charge or head nurses.
These ﬁndings are also consistent with those of previous studies
conducted in a hospital setting [20,33] and may suggest that nurse
managers who have more frequent communication with adminis-
trative staff may perceive less barriers to RU than do staff nurse
regardless of the type of clinical setting.
The Opportunity subscale of empowerment was a commonly
identiﬁed predictor of the Adopter, Organization and Communi-
cation domains of the BARRIERS scale. Particularly, this Opportu-
nity domain of empowerment was the most important predictor of
the Organization domain (b ¼ 0.27, p ¼ .001). These ﬁndings
suggest that the higher possibility for growth and opportunity to
increase knowledge or skills nurses had, the lower barrier they
perceived. However, nurses in geriatric hospitals reported that they
had few chances to develop or update their knowledge or skills in
work places [22]. In the Communication domain of the BARRIERS
scale, the Support domain of empowerment was the most impor-
tant predictor (b ¼ 0.26, p ¼ .002). Considering that the
Communication domain of the BARRIERS scale refers to the “pre-
sentation and accessibility of the research” [27], nurses not
receiving feedback and guidance from peers or supervisors are
more likely to perceive that research reports were not easily
accessible and difﬁcult to understand.It is imperative that the quality of nursing care be improved due
to the rapid increase in the frail elderly population in geriatric
hospitals. Moreover, considering that staff members providing care
for the patients in this type of setting have a variety of educational
or professional backgrounds, RNs need to continually update their
knowledge and skills to conduct best practice using research
ﬁndings in order to play a leading role in providing high-quality
care. The ﬁndings of this study highlight the importance of
empowering nurses in providing high-quality nursing care based
on RU. In order to maximize the quality of care provided to older
adults, nurse managers and administrators need to encourage
nurses be involved in research-related activities such as partici-
pating in research conferences or journal clubs, or conducting
research projects, and seek advanced academic education. The
provision of sufﬁcient human resources would therefore be crucial.
Limitations
The ﬁnding that approximately one-quarter of the participants
responded “no opinion” in the Research domain of the BARRIERS
scale raises concerns about the validity of this subscale. The accu-
racy of the responses to the questions in this domain seems to be
highly dependent on the educational level and research-associated
experience of respondents. Therefore, future studies need to
investigate how to revise this domain so that the answers to those
questions are less sensitive to the individual characteristics of re-
spondents. Another limitation of this study is that participants
were recruited from K province of Korea, which could have limited
the generalizability of the ﬁndings. Finally, the participants of this
study might not be a representative sample. Considering the fact
that the response rate of this study was only 67.3% and participants
self-reported on the BARRIERS and the CWEQ-II, some participants
might make socially desired responses. In order to minimize these
unwanted answers, opaque envelopes were provided to prevent
from disclosing participants’ personal information and responses.
Conclusion
This study found that RNs working in geriatric hospitals
perceived that research articles being written in English was the
greatest barrier to RU in practice, and that their values or attitudes
towards RU were the smallest barrier. Higher perception of
empowerment was associated with lower perception of barriers to
RU in nursing practice in geriatric hospitals. Future studies should
investigate strategies for empowering RNs so as to encourage
effective implementation of research ﬁndings in clinical nursing
practice for older adults.
Conﬂict of interest
The author has no conﬂict of interest to declare.
Acknowledgment
This research was supported by Basic Science Research program
through the National Research Foundation of Korea (NRF) funded
by the Ministry of Science, ICT & Future Planning (Grant no.
2012R1A1A1015667).References
1. Chung KH, Lee YK, Park BM, Lee SJ, Lee YH. Year 2011 Analysis of the Survey of
Living Conditions and Welfare Needs of Korean Older Persons. Seoul (South
Korea): Korea Institute for Health and Social Affairs; 2012. Korean.
H. Kang / Asian Nursing Research 9 (2015) 65e72722. Kim YM. A Comparative Study on the Activities of Daily Living, Cognitive
Function, and Depression Between the Elderly Residing in Institution and
Home [Master's Thesis]. Seoul: Hanyang University; 2011. Korean.
3. Chulay M. Good research ideas for clinicians. AACN Adv Crit Care. 2006;17:
253e65.
4. Kleinpell RM. Promoting research in clinical practice: strategies for imple-
menting research initiatives. J Trauma Nurs. 2009;16:114e9.
http://dx.doi.org/10.1097/JTN.0b013e3181ac9238
5. Stetler CB, Marram G. Evaluating research ﬁndings for applicability in practice.
Nurs Outlook. 1976;24:559e63.
6. Krueger JC. Utilization of nursing research: the planning process. J Nurs Adm.
1978;8:4e6.
7. Stetler CB. Updating the Stetler Model of research utilization to facilitate evi-
dence-based practice. Nurs Outlook. 2001;49:272e9.
http://dx.doi.org/10.1067/mno.2001.120517
8. Kitson A, Harvey G, McCormack B. Enabling the implementation of evidence
based practice: a conceptual framework. Qual Health care. 1998;7:149e58
http://dx.doi.org/10.1136/qshc.7.3.149
9. Rycroft-Malone J. The PARIHS frameworkda framework for guiding the
implementation of evidence-based practice. J Nurs Care Qual. 2004;19:
297e304.
10. Laschinger HKS. Effect of empowerment on professional practice empower-
ments, work satisfaction, and patient care quality: further testing of the Nurse
Worklife Model. J Nurs Care Qual. 2008;23:322e30.
http://dx.doi.org/10.1097/01.NCQ.0000318028.67910.6b
11. Kanter RM. Men and Women of the Corporation. New York: Basic Books; 1977.
12. Kanter RM. Men and Women of the Corporation. 2nd ed. New York: Basic
Books; 1993.
13. Knol J, van Linge R. Innovative behaviour: the effect of structural and psy-
chological empowerment on nurses. J Adv Nurs. 2009;65:359e70.
http://dx.doi.org/10.1111/j.1365-2648.2008.04876.x
14. Esterbrooks CA, Floyd JA, Scot-Findlay S, O'Leary KA, Gushta M. Individual
determinants of research utilization: a systematic review. J Adv Nurs. 2003;43:
506e20. http://dx.doi.org/10.1046/j.1365-2648.2003.02748.x
15. Kajermo KN, Unden M, Gardulf A, Eriksson LE, Orton ML, Arnetz BB, et al.
Predictors of nurses' perceptions of barriers to research utilization. J Nurs
Manag. 2008;16:305e14. http://dx.doi.org/10.1111/j.1365-2834.2007.00770.x
16. Brown CE, Wickline MA, Ecoff L, Glaser D. Nursing practice, knowledge, atti-
tudes and perceived barriers to evidence-based practice at an academic
medical center. J Adv Nurs. 2008;65:371e81.
http://dx.doi.org/10.1111/j.1365-2648.2008.04878.x
17. Cranley LA, Birdsell JM, Norton PG, Morgan DG, Estabrooks CA. Insights into the
impact and use of research results in a residential long-term care facility: a case
study. Implement Sci [Internet]; 2012 Sep 13 [cited 2014 Jan 4];7:11. Available
from: http://www.implementationscience.com/content/pdf/1748-5908-7-90.pdf
18. Estabrooks CA, Scott S, Squires JE, Stevens B, O'Brien-Pallas L, Watt-Watson J,
et al. Patterns of research utilization on patient care units. Implement Sci
[Internet]; 2008 Jun 2 [cited 2014 Jan 4];3:16. Available from: http://www.
implementationscience.com/content/pdf/1748-5908-3-31.pdf19. Squires JE, Moralejo D, LeFort SM. Exploring the role of organizational policies
and procedures in promoting research utilization in registered nurses. Imple-
ment Sci [Internet]; 2007 Jun 5 [cited 2013 Dec 15];2:11. Available from:
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1904235/pdf/1748-5908-2-17.
pdf
20. Oh EG. Research activities and perceptions of barriers to research utilization
among critical care nurses in Korea. Intensive Crit Care Nurs. 2008;24:314e22.
http://dx.doi.org/10.1016/j.iccn.2007.12.001
21. Hauck A, Grifﬁn MTQ, Fitzpatrick JJ. Structural empowerment and anticipated
turnover among critical care nurses. J Nurs Manag. 2011;19:269e76.
http://dx.doi.org/10.1111/j.1365-2834.2011.01205.x
22. Chung SE, Lee SH. [Nurses' experience of practice in nursing homes]. J Korean
Acad Nurs. 2009;15:116e27. Korean.
23. Kim ES. [A Study on the Attitude of Long-term Care Hospital Nurses to Elderly
People and Job satisfaction] [Master's Thesis]. Daegu (South Korea): Daegu
Hanny University; 2008. Korean.
24. Sung K. [Comparison between nursing home nurses and hospital nurses for
emotional labor and job satisfaction]. J Korean Gerontol Nurs. 2012;14:40e9.
Korean.
25. Li I, Chen YC, Kuo HT. The relationship between work empowerment and work
stress perceived by nurses at long-term care facilities in Taipei city. J Clin Nurs.
2008;17:3050e8. http://dx.doi.org/10.1111/j.1365-2702.2008.02435.x
26. Faul F, Erdfelder E, Buchner A, Lang AG. Statistical power analyses using G*
Power 3.1: tests for correlation and regression analyses. Behav Res Methods.
2009;41:1149e60. http://dx.doi.org/10.3758/BRM.41.4.1149
27. Funk SG, Champagne MT, Wiese RA, Tornquist EM. BARRIERS: the barriers to
research utilization scale. Appl Nurs Res. 1991;4:39e45.
28. Kajermo KN, Nordstr€om G, Krusebrant Å, Bj€orvell H. Barriers to and facilitators
of research utilization, as perceived by a group of registered nurses in Sweden.
J Adv Nurs. 1998;27:798e807.
http://dx.doi.org/10.1046/j.1365-2648.1998.00614.x
29. Lee EH, Kim HS. [Nurses' perception of barriers to research utilization]. J Korean
Acad Nurs. 2000;30:1347e56. Korean.
30. Oh EG, Oh HJ, Lee YJ. [Nurses' research activities and barriers of research uti-
lization]. J Korean Acad Nurs. 2004;34:838e48. Korean.
31. Laschinger HKS, Finegan J, Shamian J, Casier S. Organizational trust and
empowerment in restructured healthcare setting: effects on staff nurse
commitment. J Nurs Adm. 2000;30:413e25.
32. Laschinger HKS, Finegan J, Shamian J, Wilk P. Impact of structural and psy-
chological empowerment on job strain in nursing work settings: expanding
Kanter's model. J Nurs Adm. 2001;31:260e72.
33. Bostr€om AM, Kajermo KN, Nordstr€om G, Wallin L. Barriers to research utilization
and research use among registered nurses working in the care of older people:
does the BARRIERS Scale discriminate between research users and non-research
users on perceptions of barriers? Implement Sci [Internet]; 2008 May 1 [cited
2013 Dec 15];3:10. Available from: http://www.implementationscience.com/
content/pdf/1748-5908-3-24.pdf
